A SCIE research briefing is a summary of information on a particular topic to update practice at the health and social care interface. It is a concise document summarising the knowledge base in a particular area to act as a 'launch pad' or signpost to more in-depth material. It is produced through a clear methodology involving identification of a focused question, comprehensive searching of multiple sources and filtering of materials for quality.
Why is it important?
Research concentrates on how falls in care homes might be prevented in an active way: in this, individualised falls/risk assessment forms an important part. But there is little agreement between studies on the interventions that work consistently well. A Cochrane review in 2001 (10) states that the following interventions are likely to be beneficial:
• An individualised programme of muscle strengthening and balance retraining • Tai Chi group exercise • Hazard assessment and modification for older people with a history of falling • Withdrawal of psychotropic medication • Multidisciplinary, multi-method and holistic, health/environmental risk factor screening/intervention programmes. There is an increasing consensus that no one intervention can effectively prevent falls or reduce injuries: a multiinterventional approach is needed. (11), (12)
A further Cochrane review in 2003 (13) states that the use of hip protectors for those living in institutional care with a history of hip fracture appears to reduce the occurrence of hip fractures. However, recent user consultation in Sheffield suggests that users may not understand clearly the linkage between falls and hip protectors as a form of prevention. This may help to explain the high drop-out rate in the wearing of hip protectors. Expert knowledge has also indicated that the wearing of hip protectors can lead to incontinence.
What are the ethical considerations?
Living in a care home can result in residents becoming less independent (14) which can impact on their ability to exercise their rights and responsibilities (15). Routine restraint of residents (through methods such as cot sides, lap belts and cocoon beds) has not been found to reduce falls or injuries (16) and may result in other problems occurring such as pressure sores, incontinence, muscle-wasting and worsening mental health (16). Expert knowledge has also indicated that there are ethical issues around the use of surveillance and passive alarms. There are also potential difficulties in user participation in interventions: refusals, high drop-out rates (17) and the need for written consent (7), (9). One study (18) actively recruited participants through the use of presentations and assessed the reaction of participants to the exercise programme at the end of the study. There are also resource implications, particularly where multi-agency, individualised and multifaceted interventions are recommended: one example is the appointment of a falls co-ordinator for each home (19).
What are the views of users and user groups?
Research on user views on and involvement with falls prevention is not readily available apart from at a local level. Recent user consultation in Sheffield revealed that all participants were worried about falling, aware that it could cause broken bones and concerned about summoning help. Participants gave the following reasons for falling: environmental hazards (trips, slips, patterned carpets), footwear, dizziness, loss of balance, rushing and non-use of walking aids. Also, many falls occur from bed or in a bedroom. Unfortunately, users sometimes saw falling as a 'way of life' and that nothing can be done to prevent falls. Conversely, the users were positive about group exercise programmes to improve muscle strength, balance and provide motivation. The apparent lack of studies of user views may indicate that barriers to effective resident consultation could include dementia (9) and confusion (16). It is clear that more research and guidelines are needed in this area.
What do I need to do?
• (27) • Find out what advice on falls prevention is given in your area and ensure that a falls audit is carried out and regularly updated for your own residential home.
• Consider setting up or encouraging the establishment of local networks between homes to encourage support, share good practice and facilitate training.
What are the implications?
All care homes need to have falls prevention strategies in place (28) and use them. This should include:
• Forging good links with primary/community/secondary health care. In particular, Primary Care Trusts need to include care homes in their Health Improvement and Modernisation Plans.
• Having a simple screening process to identify residents at high risk of falling who may require specialist assessment (29) .
• Training and ongoing awareness for staff (2) especially in relation to individualised assessments and multiple activity programmes (8), (18). Consideration needs to be given to developing effective systems for disseminating up-to-date information on evidence and practice ideas to care home staff.
• Good systems to monitor and learn from falls occurring within the care home.
More research is also needed on areas including environmental hazards and preventing falls (30) , economic evaluations of intervention programmes (31), individual evaluation of components in multiple programmes (3) and the influence of hip protectors on activity levels (32 Sweden based research involved the use of a cluster, randomised, controlled, non-blinded trial to test the effectiveness of a multifactorial intervention programme on falls and fallrelated injuries for 439 residents of 9 care homes. Research based in Germany involved the use of a prospective, cluster-randomised controlled 12-month trial of the effectiveness of a multifaceted, non-pharmaceutical intervention on the incidence of falls and fallers amongst 981 residents of 6 community nursing homes. 
